Background: High HIV-1 incidence rates were reported among persons in fisherfolk communities (FFC) in Uganda who were selected for high risk behaviour. We assessed the incidence of HIV-1 and associated risk factors in a general population FFC to determine population-wide HIV rates.
Background
The HIV epidemic in sub-Saharan Africa is generalized and stable or declining [1] . High risk sub-groups can co-exist within generalized epidemics giving rise to concentrated HIV subepidemics in generalized epidemic settings [2] . These high risk sub-groups, known as most-at-risk or key populations, tend to have consistently higher rates of new and existing infections than the general population [1, 3] . A growing body of evidence from Uganda and other sub-Saharan African countries suggests that fisher folk communities (FFC) appear to have a much higher burden of HIV-1 infection than respective general populations [4] [5] [6] [7] [8] [9] [10] [11] . This may not be surprising given that the first cases of HIV in Uganda were identified from a fishing community in Rakai district in 1982 [12] and since then FFC in East Africa have been disproportionately affected by the HIV epidemic [13] [14] [15] [16] . However, most studies have reported findings on HIV prevalence in FFC but data on incidence are still very limited. HIV prevalence levels between 27-29% in Ugandan FFC and 16-25% among Kenyan FFC [4] [5] [6] 9, 10, 17, 18] and an incidence rate of 4.9/100 person-years among Ugandan FFC prescreened and identified as being at high-risk of HIV infection [4, 11] have been reported. These figures are 3-4 times higher than respective national averages. Currently in Uganda, groups that have been identified as key populations include commercial sex workers, uniformed services, fishing communities, truck drivers and MSMs [18] but only commercial sex workers and long distance truck drivers have been well characterized [19] [20] [21] . However, emerging data on FFC and men having sex with men suggest that these groups too may be key populations [4, 5, 11, 22] . Unlike general populations, fishing communities tend to be socially marginalized and often stigmatized. They characterized by a high presence of bars, lodges and entertainment halls, transactional sex (sex for money and sex for fish) activities, high alcohol consumption and multiple sexual partnerships [4, 5, 8, 9, 11, 13, 15, 23, 24] , but very limited access to health services. Fisherfolk, especially fishermen and fish traders, tend to be mobile or migratory moving between islands and landing sites in search for better fish yields [7, 25] . The mobile lifestyle is believed to contribute to risk behaviours in part due to absence social structures that could constrain risk taking such as spousal and family social audit [13, 24, 26] . Among fishermen, the daily risk of drowning with immediate death appears to be a bigger concern than the risk of contracting a chronic and nowadays not necessarily fatal infection with HIV [4] .
More empirical data on HIV incidence, risk factors and drivers of HIV infection are urgently needed to determine whether FFC are indeed a key HIV population and to facilitate the design and implementation of appropriate prevention and control strategies in FFC and groups with similar characteristics. Sexual inter-mixing and interactions between persons in key populations and the general population may dilute the gains thus far attained in reducing HIV in latter. Additionally, the fishing business provides food and economic survival to a large number of people in East and Southern Africa and contributes to national economic development. In Uganda alone, it is estimated that FFC constitutes about three million people whose fishing business contributes over 6% to the national gross domestic product [18] . It is therefore critical to determine the burden of the HIV epidemic in FFC and to provide timely and appropriate control measures. We conducted a community-based cohort study in a randomly selected population representative sample in 8 fishing communities to determine the HIV-1 incidence and associated risk factors in the general FFC population around Lake Victoria, Uganda.
Methods

Study sites definition
A fishing community was defined as a group of persons living in a village or trading center that is adjacent to lake landing site where main economic activities and livelihood are derived directly or indirectly from fishing activities. Inhabitants of these communities are diverse and usually include fishers (boat crew), boat owners, boat makers and repairers, fish processors and traders, shop keepers, and owners and workers of bars/restaurants/lodges. These communities are typically densely populated with wooden temporary buildings that are densely concentrated in small spaces especially at landing sites and their proximal areas [17] .
Study design and Procedures
A community-based cohort study was conducted in 8 fishing communities (1 lakeshore and 7 islands) in 3 Uganda districts of Wakiso, Mukono, and Kalangala. Study procedures have been previously described [5] but briefly, we conducted a communitywide household enumeration census in each community after which a proportion to size random sample of 2200 participants aged 18-49 years was selected using Stata 12 (StataCorp, College Station, TX) software. Of the 2200 selected, 2191 provided written informed consent and were interviewed in privacy by same sex interviewers at baseline and 1685 at the 12 months postbaseline visit. Data on socio-demographic characteristics and risky behaviors (including number of partners, new partners, condom use, use of alcohol and illicit drugs) were collected using semistructured questionnaires. Participants were asked if they drank any alcoholic drink and if they responded in affirmation, they were further asked the frequency of consumption. Assessments were done for 3 and 12 months preceding the date of interview. Venous blood samples were collected for HIV-1 serological testing and participants got voluntary counseling and testing from certified HIV counselors. Participants were encouraged to share their HIV results with their sexual partners but no involuntary disclosure of HIV results to third parties was done as per the Ugandan Ministry of Health AIDS Control Program policy on HIV testing [27] . HIV infected participants were referred to HIV/AIDS care centres for further management and encouraged to seek care. HIV prevention services including health education, counseling, treatment of sexually transmitted infections (STIs) and voluntary medical male circumcision were provided to community members (participants and non-participants) at no cost. Institutional Review Board approvals were obtained from the Uganda Virus Research Institute's Science and Ethics Committee (UVRI SEC) and the Uganda National Council for Science and Technology (UNCST). All participants were enrolled in the study after providing written informed consent.
Laboratory testing
HIV-1 serology was determined by rapid HIV tests performed in the community by certified laboratory technologists and EIA confirmation in the laboratory at Uganda Virus Research Institute. In the rapid HIV testing algorithm blood samples were first tested with Determine HIV assay (Alere Medical Co., Ltd., Chiba, Japan), and if negative, results were reported as negative. 
Statistical Analysis
Participants' characteristics were summarised and compared using t-tests for continuous variables and chi-square and Fisher Exact tests for categorical variables. Bivariate analyses were used to estimated unadjusted (crude) associations between outcome variables and potential predictors. Adjusted associations were estimated using mutlivariable regression models. All models were constructed using stepwise logical model building method (purposeful selection of covariates) [28] and the most persimonious model was selected as the final one. Covariates were selected for inclusion in multivariable models based on a bivariate statistical significance at an alpha (a) of ,0.15 and biological plausibility (clinical and intuitive relationship to outcome variable). To account for potential correlation at household level (where more than 1 participant from a gvien household were selected) we used the empirical variance estimator to estimate robust standard errors [29] . All statistical analyses were performed using Stata 12 (StataCorp, College Station, TX) software.
The main outcome was incident HIV infection among previously uninfected individuals at baseline. HIV seroconversion was estimated to have occurred at the midpoint between the last negative and first positive serologic tests, approximately 12 months apart. Person years at-risk (pyar) were calculated as: (date of last HIV seronegative result, or estimated date of HIV seroconversion minus date of enrollment) divided by 365.25. HIV incidence rate per 100 pyar was calculated as number of events of seroconversion divided by pyar, multiplied by 100. Adjusted incidence rate ratios (Adj.IRR) of HIV acquisition with corresponding 95% confidence intervals were estimated by multivariable Poisson regression using the natural logarithm of pyar as the offset term. The final model on HIV acquisition included sex, age, religion, marital status, new sexual partners in past 12 months, and frequency of alcohol drinking. Alcohol consumption was defined as occassional if the participants reported consumption at least once a week or less, and regular if they drank daily or at least 3 days every week. Covariates that dropped from the final model include ethnicity/tribe, duration of stay in fishing communities, occupation, marital status, condom use, male circumcision status, and use of marijuana.
Results
Of the 2191 participants enrolled at baseline, 1685 were interviewed during the 12 months post-baseline visit giving a follow up rate of 76.9% (Table 1 ). Follow up rates did not statistically differ by sex, education status and religion but were significantly lower among those aged 18-24 years, non-Baganda, never married, bar/lodge/restaurant workers, those with less than one year's stay in fishing communities, and HIV positives at baseline. Among the 1288 participants included in incidence analysis, the mean (SD) and median (IQR) age in years were 29.7 (7.5) and 29 (24-35) respectively. Fifty four percent (54.1%) were males, 20.4% Moslems, 40.2% Protestants/Evangelical, and 39.4% Catholics. Only 35.9% had attained post primary education, 49.5% had been residing in their community for less than 5 years, and 69.2% were married. Fifty percent (50.3%) were involved in fishing and fishing related activities, 10.5% in small scale businesses, 5.8% were farmers, and 9.5% were bar/lodge/ restaurant workers (not shown).
HIV incidence rate and associated factors
There were 48 incident HIV infections among 1288 participants followed over 1416.8 person years at risk (pyar) yielding an overall cumulative incidence of 3.72% (95% CI, 2.74-4.94) and an incidence rate of 3.39/100 pyar (95% CI, 2.55-4.49). Table 2 shows absolute incidence rates individual and combined by sociodemographic characteristics and risky behaviours. The absolute HIV incidence rate (AR) was 3. At multivariable analysis, the risk of HIV infection was statistically significantly associated with age and alcohol consumption, and there was a borderline association with those previously married but not currently married. Compared to participants aged 30 or more years, the adjusted HIV incidence rate ratios were 3.36 (95% CI, 1.48-7.65) and 2.65 (95 CI, 1.05-6.70) for participants aged 25-29 years and 18-24 years respectively.
The risk of HIV infection increased with increasing frequency of alcohol consumption. Compared to non-drinkers, the adjusted risk was 3 times higher in occasional drinkers and 5 times higher in regular drinkers -adj.IRR = 3.18 (95% CI, 1.18-8.57) and 4.93 (95% CI, 1.91-12.8), respectively. The effect of alcohol on HIV risk was more pronounced in the age group of 25-29 years (Table 4) . Without considering frequency of alcohol consumption, the incident rate ratio of HIV acquisition among alcohol drinkers compared to non-drinkers was 2.45 (95% CI, 0.79-7.61), 6.18 (95% CI, 1.41-27.0), and 3.03 (95% CI, 0.96-9.51) for age years 30+, 25-29 and 18-24 respectively. Compared to non-drinkers, the risk of HIV increased with increasing frequency of alcohol consumption in each age group. Across age groups, the risk was higher among those aged 25-29 years, followed by 18-24 years and lowest among those aged 30 or more years for both occasional and regular drinkers. The most pronounced effect of alcohol on HIV risk was observed among regular drinkers aged 25-29 years, IRR = 8.44 (95% CI, 1.85-38.5).
Although the risk of HIV infection was significantly higher among Catholics than Moslems at bivariate analysis [crude IRR = 2.63 (95% CI; 1.10-6.33)], the association lost statistical significance after multivariable adjustment [adj. IRR = 1.65 (95% CI; 0.62-4.38)]. Nevertheless, we assessed whether the association between incident HIV infection and religion was confounded by alcohol consumption and male circumcision. Alcohol consumption was higher among Catholics (51.0%), than Protestants (41.5%) and Moslems (27.5%) [trend p,0.0001]. As expected male circumcision higher among Moslems (96.7%) than Protestants (32.5%) and Catholics (28.9%) [trend p,0.0001]. For all the religious groups, the absolute incidence of HIV was higher among those who reported alcohol drinking (any frequency) than their counterparts who reported no alcohol consumption in past 12 months; rates were 3.11 (95% CI; 1.00-9.67) versus 1 
Discussion
In a general population cohort study in fishing communities around Lake Victoria, Uganda, we found an overall HIV-1 incidence rate of 3.39/100 pyar (95% CI, 2.55-4.49) with the highest incidence of 7.67 (95% CI; 4.62-12.7) observed among alcohol drinkers aged 25-29 years. The risk of HIV infection was mainly associated with young age (less than 30 years) and alcohol consumption.
The incidence of HIV that we observed in this general FFC population study was lower than that found in fisherfolk that were screened for high risk behaviour in a previous study that was conducted in Entebbe and Masaka communities (3.4 /100 vs 4.9/ 100 pyar, p = 0.059) [11] . However, the general FFC population rate in this study conducted in Entebbe site communities was not different from that observed among high risk FFC from the same side of the lake (3.4/100 vs 3.8/100 pyar, p = 0.588) [11] . Our data seems to suggest that for adult sexually active persons, living in a fishing community is generally associated with increased risk for HIV infection. But strong conclusions on this observation can be better made from studies that involve both fishing and non fishing communities in which direct comparisons of HIV rates could be done. However, findings from Rakai district, Southwestern Uganda, indicate that HIV rates are highest in lake shore communities, followed by adjacent communities and are lowest in agrarian non fishing communities (pc Dr.David Serwadda). Our finding of similar risk of HIV infection between general population of fisherfolk and those screened for high risk implies that HIV prevention and control programs as well as intervention studies should target the fisherfolk community as a whole without prescreening for ''high risk''. It is noteworthy that the overall risk of HIV infection of 3.39/100 pyar that we found among general population of fishing communities is about 4 times higher than the estimated national incidence among adults in general population in Uganda [30] . However, the risk among persons in fishing communities who are considered to be ''high risk'' is about 5-8 times higher than the estimated national rate among adults. This underscores the need for urgent interventions to prevent and control the spread of HIV in fishing communities which tend to be socially margnalized and under served. Furthermore, there is need for more studies in fishing communities to concretize the evidence that these communities are key HIV populations. With such high risks of HIV infection in fishing communities, sexual inter-mixing and interactions between persons in these communities and the general populations may lead to an upsurge of HIV incidence in general population.
We found a higher rate of HIV infection among young people (aged 18-29 years) which is consistent with an earlier study [11] but differs from the observation of higher rates of infection among older people in the general population in Uganda [1] . This difference highlights the potential variations in HIV risk profiles (risk factors and drivers) between general population and key populations within the same regional/geographical HIV subepidemic.
Alcohol consumption was a very strong predictor of risk of HIV infection in this study; regular drinkers were 5 times more likely to get infected with HIV compared to non-drinkers. This finding too is consistent with previous studies among FFC in Uganda that reported higher risk of HIV infection among regular alcohol drinkers and a strong correlation between alcohol consumption and risky behaviours such as having multiple sexual partners, sex with non-regular partner and transactional sex [4, 11, 31] . In this study we explored the association between HIV incidence and alcohol consumption stratified by religion and found that in all religious groups (Moslems, Protestants/Evangelicals, and Catholics) the absolute incidence of HIV infection was 2-5 times higher among alcohol drinkers compared to non-drinkers. Despite the 97% circumcision level among Moslems, those who drank alcohol had a 2 times absolute risk of HIV infection relative to their nondrinking counterparts. The increased risk of HIV infection in Moslems who drink alcohol raises the question whether alcohol consumption might diminish the impact of circumcision in preventing HIV spread but this hypothesis warrants further studying. In general, the problem of alcohol consumption in fishing communities needs to be addressed not only due to its strong association with risk of HIV infection but also in its own entity as a psychosocial problem. Interventions to reduce hazardous alcohol use have been shown to lower unprotected sex [32] which might result in reduced risk of HIV acquisition and transmission. The strengths of this study include; 1) it was conducted in a general FFC population that was randomly selected which enabled estimation of population-wide HIV rates, 2) study communities included islands and lakeshores unlike previous studies that were conducted exclusively in lakeshore communities, 3) none of the study communities had been involved in previous epidemiological studies thus the observed rates are unlikely to have been influenced by prior studies and their related interventions, and 4) study communities came from 3 Ugandan districts along L.Victoria which ensured a wide geographical representation. Nonetheless, this study had some limitations. First, inability to assess sexually transmitted infections (STIs) which are known co-factors for HIV infection and hence important to adjust for in estimation of HIV rates. Second, lack of inclusion of non fishing communities which would have facilitated direct comparisons of HIV rates between fishing and non fishing communities. Lastly, the assessment of alcohol consumption and illicit drug use did not use conventionally standardized questions.
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